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Abstract 
Background Discrimination has been posited as a contributor of sleep disparities for Latinxs. The strategy used to cope with discrimin-
ation may reduce or exacerbate its effects on sleep. This study examined whether different types of discrimination (everyday and major 
lifetime discrimination) were associated with sleep indices (quality, disturbances, efficiency) and whether coping strategy used moderated 
associations.
Method Data of Latinx adults (N = 602; 51% women, 65% Dominican, Mage = 46.72 years) come from the Latino Health and Well-being Project, 
a community-based, cross-sectional study of Latinxs in Lawrence, MA. Multiple linear regressions were estimated separately for each sleep 
outcome.
Results Everyday discrimination was significantly associated with poorer sleep quality and greater disturbances; major lifetime discrimination 
was significantly associated with worse sleep across the three sleep indices. Coping strategy moderated associations between discrimination 
and sleep. Compared with Latinxs who used passive coping, those who used passive–active coping strategies had poorer sleep quality the 
more they experienced everyday discrimination. Latinxs who used any active coping strategy, compared with passive coping, had greater sleep 
disturbances the more frequently they experienced major lifetime discrimination.
Conclusions Findings show that everyday discrimination and major lifetime discrimination are associated with different dimensions of sleep 
and suggest that coping with discrimination may require the use of different strategies depending on the type of discrimination experienced.

Lay summary 
Experiencing discrimination can negatively affect sleep. But some coping strategies may reduce the negative impact of discrimination on 
sleep. This study investigated the link between multiple forms of discrimination (i.e., everyday and major lifetime) and various aspects of 
sleep, including quality, efficiency, and sleep disturbances. We also investigated whether the use of active coping (e.g., discussing discrim-
inatory experiences) and passive coping (e.g., keeping discriminatory experiences to oneself) improved or worsened sleep outcomes. The 
study analyzed survey data from 602 Latinx adults. Individuals reported on their sleep, discrimination, and the coping strategies they used 
in response to discriminatory experiences. Everyday discrimination was related to poor sleep quality and more sleep disturbances. Lifetime 
discrimination was related to all sleep outcomes. Among those reporting more everyday discrimination, using both active and passive coping 
strategies was associated with poor sleep quality. Using any type of active coping was related to more sleep disturbances among individuals 
who reported more major lifetime discrimination. Selecting a coping strategy that is protective may depend on the frequency and type of 
discrimination.
Keywords Latinxs ∙ everyday discrimination ∙ major lifetime discrimination ∙ coping ∙ sleep health ∙ psychosocial stressors

Introduction
Sleep disparities have been reported, with Latinx individuals 
reporting worse sleep quality and suboptimal sleep durations 
compared with Whites [1, 2]. This is particularly concerning 
given that sleep plays a role in important functions including 
glucose regulation, hormone release, cardiovascular activity, 
immune responses, cognitive and emotional processes, and 
overall health [3, 4]. Poor sleep quality and inadequate sleep 
duration are associated with an increased risk of poor health 
and chronic conditions, such as obesity and diabetes [5]—two 
areas where Latinxs also evidence health inequities.

Although several factors contribute to sleep disparities, 
mounting evidence suggests that disproportionate exposure 
to discrimination (i.e., actual or perceived differential treat-
ment) plays a significant role [6]. Eighty percent of Latinx 
adults in the United States report experiencing discrimination 
such as being rejected, stigmatized, or threatened in public 
settings, work, and school at least once in their lifetime [7]. 
In qualitative studies with Latinx adults, participants have 
disclosed instances of discrimination reflecting different 
manifestations, including differential access to resources 
and information, lack of respect, devaluation, suspicion, and 
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dehumanization [8–11]. These studies point to the need to 
examine how discrimination experiences affect Latinxs’ sleep 
health.

Discrimination and Sleep
The Biopsychosocial Model of Racism [12] can help to 
explain the association between discriminatory experi-
ences and sleep health. First, this model posits that per-
ceived discrimination—as a psychosocial stressor—results 
in psychological and physiological stress responses [12] 
that may affect sleep. Discrimination can disrupt cognitive 
and emotional regulation and increase feelings of threat, 
rumination, loneliness, and distress [13]. Discrimination 
may also result in physiological changes [12]. Review 
studies have documented the important roles the hypothal-
amic–pituitary–adrenal axis plays in maintaining alertness 
and modulating sleep [14]. In times of stress, alterations of 
the hypothalamic–pituitary–adrenal axis at any level (e.g., 
glucocorticoid receptor) can cause cortisol dysregulation, 
which can negatively affect sleep health [14, 15]. Together, 
stress responses evoked by experiences of discrimination 
may constitute important mechanisms through which sleep 
is disrupted [16].

Experiences of discrimination are associated with poor 
sleep quality and efficiency, and sleep disturbances [17, 18]. 
A systematic review of 17 quantitative studies that examined 
the association between discrimination and sleep outcomes 
found strong evidence of a negative association with sleep 
quality (i.e., how well a person sleeps) and efficiency (i.e., 
percentage of time spent sleeping while in bed), and positive 
associations with sleep disturbances (e.g., nighttime awaken-
ings)—whether sleep outcomes were measured objectively or 
subjectively [19]. These three sleep dimensions are relevant to 
the health of Latinxs, given their association with health out-
comes in which Latinxs experience health inequities such as 
cardiometabolic conditions [20]. Across several multi-ethnic 
samples (inclusive of Latinxs), findings show that everyday 
and major lifetime discrimination are associated with these 
sleep dimensions [18, 21–24]. Overall, burgeoning research 
shows that discrimination can have deleterious effects on 
various aspects of sleep health [6].

Second, the Biopsychosocial Model of Racism [12] model 
emphasizes the importance of distinguishing between 
chronic and acute forms of discrimination. These events 
differ in magnitude (e.g., major life events versus daily oc-
currences) and frequency [25], which may result in them 
having differential associations with sleep indices. Everyday 
discrimination, which captures the breadth of exposure to 
day-to-day experiences of discrimination (e.g., being fol-
lowed around in a store), is persistent and more pervasive 
[6]. Major lifetime discrimination captures cumulative ex-
posure to major events of discrimination across life domains 
(e.g., being unfairly denied a promotion). Previous research 
finds that both everyday discrimination [17, 18] and major 
lifetime discrimination [18, 24] are associated with indica-
tors of poor sleep, although studies with nationally repre-
sentative samples indicate everyday discrimination is more 
consistently and robustly associated with health indicators 
[26, 27], including correlates of poor sleep. Examining 
whether these two forms of discrimination are associated 
with sleep indices above and beyond the other in a single 
study with a sample of Latinx adults remains an empirical 
question worthy of investigation.

Discrimination and Coping
The Biopsychosocial Model of Racism [12] also suggests 
that coping—defined as “cognitive and behavioral efforts to 
manage specific external and/or internal demands appraised as 
taxing or exceeding the resources of the individual” [28]—is a 
relevant moderator in the association between discrimination 
and health outcomes. Clark et al. [12] theorize that maladap-
tive and adaptive coping, such as passive and active coping, 
respectively, may independently affect health. Additionally, 
these strategies can exacerbate or protect against the adverse 
health effects of discrimination. Passive coping involves ef-
forts to adapt to or avoid stress when faced with uncontrol-
lable and unchangeable situations [29]. Perez et al. [30] found 
that Latinx immigrant adults who reported higher stress levels 
were more likely to report having experienced discrimination 
and having engaged in passive coping (i.e., denial) as their 
coping strategy in the face of these stressors. In other research 
studies, passive coping strategies (e.g., avoidance) were asso-
ciated with mechanisms posited to impact sleep negatively 
[31], including negative emotions and venting [32], depressive 
symptoms [32, 33], higher blood pressure levels [34–36], and 
increased alcohol and drug use [32].

Conversely, active coping efforts (e.g., seeking support) aim 
to influence the situation by trying to modify the stressor and 
are associated with favorable outcomes [29]. Receipt of so-
cial support (emotional and instrumental) protects against 
discrimination’s harmful effects on sleep [37, 38]. Active 
coping strategies in response to discrimination are associated 
with lower sympathetic activation (i.e., lower blood pres-
sure) [34], which may be beneficial for sleep. Less is known 
about whether joint use of passive and active coping strat-
egies in response to discrimination is associated with better 
or worse outcomes when compared to individuals who use 
only one type of coping strategy. One study [39] found that 
relative to individuals who used only active coping or a com-
bination of passive and active coping in response to inter-
personal discrimination, those who only used passive coping 
reported higher levels of dissociative symptoms, which are 
directly associated with worse sleep (e.g., sleep disturbances) 
[40, 41] and indirectly associated with poor sleep quality via 
chronic worry [42]. Altogether, findings suggest that, relative 
to employing only passive coping strategies, using active or a 
combination of active and passive coping strategies may be 
more beneficial to sleep when faced with stressful experiences, 
such as discrimination.

Clark et al. [12] further suggest that the extent to which 
discrimination may affect health can vary based on both the 
coping strategy used and nature of discriminatory experience 
(acute versus chronic). For example, passive coping strategies 
may exacerbate negative sleep effects in the context of both 
types of discrimination. However, associations may be less 
consistent under acute stress such as major lifetime discrimin-
ation. Constantly employing passive strategies (e.g., keeping 
the experience to oneself) to cope with persistent, day-to-day 
unfair treatment can become maladaptive and detrimental to 
sleep health. Though not focused on discrimination, a study 
found that frequent use of passive coping strategies resulted 
in severe sleep-related disturbance among cancer patients 
[43]. Other studies find that chronic exposure to stressful 
conditions (e.g., work overload) and frequent use of passive 
coping predict emotional exhaustion [44], which is associ-
ated with sleep disturbances and worse sleep quality [45, 46]. 
Furthermore, under conditions of high chronic stress, passive 
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coping is associated with dissociative symptoms [44], a cor-
relate of poor sleep health [40, 41]. Against this backdrop, 
it is theoretically plausible that the exacerbating effects of 
passive coping would be more consistently detrimental to dif-
ferent aspects of sleep under conditions of chronic stress, such 
as in the context of everyday discrimination.

Present Study
The current study addresses several gaps in the literature: (a) 
examining whether everyday discrimination and major life-
time discrimination are cross-sectionally associated with sleep 
health (i.e., quality, daily disturbances, and efficiency) and (b) 
identifying if and how coping strategies (i.e., passive, active, 
and passive–active coping) moderate the association between 
each discrimination type and sleep indices. It is hypothesized 
that greater frequency of everyday and major lifetime discrim-
ination will be associated with worse sleep health across in-
dices [23, 24, 47]. Based on theory [12] and previous research 
[26, 27], we expect more consistent associations between 
everyday discrimination and sleep indices than with lifetime 
discrimination. Due to the limited research on the effects of 
coping strategies in the context of different forms of discrim-
ination, no concrete hypotheses regarding moderation effects 
by type of discrimination were formulated. However, based 
on prior research [33–36], it is hypothesized that passive–
active and active coping will be protective, whereas passive 
coping will exacerbate the effects of both types of discrimin-
ation on all three sleep outcomes.

Method
Participants and Procedures
This study is based on a secondary analysis of cross-sectional 
data from the Latino Health and Well-being (LHWB) Project 
cohort. Data were collected between September 2011 and 
May 2013. Participants were recruited from the Lawrence 
Family Health Center in Lawrence, MA. Proportional sam-
pling within age (i.e., 21–34, 35–54, and 55–85 years) and 
gender strata from electronic patient records was used to 
randomly identify potential participants who met inclusion 
criteria (i.e., self-identifying as Latino/Hispanic, Spanish, or 
English speakers, aged 21–85, no plans to move from the 
area within 1 year, and able to verbally answer surveys). 
Out of 2,783 potentially eligible individuals identified, 1,236 
(44.4%) could be contacted by study staff, and 602 (21.6%) 
ultimately agreed to participate. Informed consent was 
obtained and surveys were verbally administered in English or 
Spanish by trained bilingual/bicultural research assistants at 
a centralized community location. Participants received $50 
as compensation. The University of Massachusetts Medical 
School Institutional Review Board (IRB) approved the main 
study (#H-14144). Exempt status for secondary analysis of 
the main study from the University of California Irvine IRB 
was obtained.

Measures
Major lifetime discrimination.
The Experiences of Discrimination Scale [48], a nine-item 
self-report measure, assessed experiences of major lifetime 
discrimination in several domains (e.g., “Have you ever ex-
perienced discrimination, or been made to feel inferior, while 
getting housing because of your race, nationality, ethnicity, 

or skin color?”). Responses to items followed a yes (coded 
as 1) or no (coded as 0) format. The sum of all affirmative 
responses was used, with higher numbers reflecting greater 
counts of discrimination (possible scores range: 0–9). This 
measure has been used with Latinx samples [49, 50]. In the 
present study, the scale demonstrated acceptable reliability (α 
= .74).

Everyday discrimination.
The Everyday Discrimination Scale [51] was used to assess 
routine discriminatory events in participants’ daily life. A 
six-point scale (1= never, 6 = almost every day) was used 
to determine the frequency of experiences of discrimination 
across nine scenarios (e.g., “You received poorer service 
than other people at restaurants or stores”). The sum of 
all items was used, with higher scores indicating a greater 
frequency of everyday discrimination (possible score range: 
9–54). The measure demonstrated good reliability in a na-
tionally representative sample of Latinx adults [52]. The 
scale showed good internal consistency (α = .87) in the cur-
rent sample.

Sleep.
The Pittsburgh Sleep Quality Index (PSQI) [53] includes 18 
items, which encompass seven dimensions of sleep measured 
retrospectively within the past month: duration, disturbance, 
latency, daytime dysfunction, efficiency, quality, and sleeping 
medication use. The PSQI included open-ended items such as 
“During the past month, what time have you usually gone 
to bed at night?” and items with Likert-scale response op-
tions such as “How would you rate your sleep quality, overall, 
during the past month?” (1 = very good, 4 = very bad). First, 
we followed the procedure by Buysse et al. [53] to obtain 
the scores for all seven components. Each component has a 
minimum score of zero and a maximum score of three points. 
To obtain scores for the three dimensions of interest (i.e., 
quality, efficiency, and disturbances), we followed Cole et al.’s 
[54] scoring method, which found support for a three-factor 
model solution from the seven PSQI components (Factor 
1: Sleep Quality [quality, latency, use of sleep medications]; 
Factor 2: Sleep Efficiency [duration, efficiency], Factor 3: 
Daily Disturbances [disturbances, daytime dysfunction]). The 
three factors were calculated by averaging across the appro-
priate components (range of scores: 0–3), with higher scores 
reflecting worse sleep quality, less efficient sleep, and more 
disturbances. The PSQI three-factor structure showed a good 
fit to data of English- and Spanish-speaking Mexican adults 
[55]. In our sample, the three PSQI dimensions showed good 
internal consistency: Quality (α = .71), efficiency (α = .75), 
and disturbances (α = .69).

Coping strategy.
Two items from the Experiences of Discrimination scale were 
used to assess coping strategies, these items have shown fair 
test-retest reliability [48]. Participants responded to the two 
items by indicating how they generally respond to unfair treat-
ment: Item 1: “accept it as a fact of life [accept]” (coded as 1) 
or “try to do something about it [do something]” (coded as 0) 
and Item 2: “talk to other people about it [talk]” (coded as 1) 
or “keep it to yourself [keep to self]” (coded as 0). Responses 
were classified as passive coping if “accept” and “keep to self” 
were used; active coping if “talk” and “do something” were 
used, and passive–active coping if any combination of passive 
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and active strategies were used. This three-level categoriza-
tion has been employed in previous research [34, 39, 56, 57].

Sociodemographic characteristics.
Age (in years), gender (women, men), education level (1 = 
Less than high school to 6= college graduate), Latinx ethni-
city (Dominican, Puerto Rican, Other Latinx), nativity status 
(U.S. born vs. foreign born), perceived income (whether the 
respondent has enough money to meet their needs), and em-
ployment status (unemployed vs. employed) were included as 
covariates in statistical models.

Analytic Strategy
Preliminary analyses.
We conducted bivariate analysis between all covariates and 
outcome variables (i.e., sleep indices). Associations with 
p-values of <.25 were considered in a fully adjusted model of 
covariates to arrive at a more parsimonious model of potential 
confounders; covariates significant at this stage were included 
in the estimated models [58]. Missing values on our variables 
represented less than 1%, fewer than the recommended 5% for 
imputation, which allowed listwise deletion in all analyses [59].

Main analyses consisted of estimating multiple linear re-
gression models. Sleep outcomes were modeled by building 
three models for each sleep measure. In Model 1 (main ef-
fects model), both everyday and major lifetime discrimination 
variables along with covariates were included. In Model 2 
(main effects model), the categorical coping strategy vari-
able was added. The final model (Model 3) further added 
the 2-way interaction terms for everyday discrimination 
× coping strategy and for major lifetime discrimination × 
coping strategy to test the effect modification of coping in 
the associations between discrimination type and sleep out-
comes. Continuous variables included in interaction terms 
(i.e., discrimination measures) were mean centered to reduce 
multicollinearity [60]. To aid in interpreting and illustrating 
any significant interactions, coefficients from the final models 
were used to calculate predicted marginal means of sleep 
outcomes. Follow-up contrasts of estimated marginal means 
examined the interaction term at different levels of each dis-
crimination measure. Analyses were conducted using Stata 
Version 15.

Results
Descriptive Statistics and Correlations
The mean age of participants was 46.7 years (SD = 15.4), 
with women and men representing 51% and 49%, respect-
ively, of the total analytic sample. Participants were primarily 
foreign born (92% vs. U.S. born [8%]). Nearly two-thirds 
(65%) of the sample identified as Dominican, 16% as Puerto 
Rican, and 18% as “Other Latinxs” (i.e., Cuban, Central 
American, Mexican, and South American). More than half 
of the sample had less than a high school degree (51%), 11% 
had a high school degree, 25% had some post-high school 
degree education, and 11% had a college degree or higher. 
Fifty-one percent of our sample was employed and 49% were 
unemployed, laid off, or retired. More than half of the sample 
(52%) reported having just enough or more than enough in-
come to support their needs, whereas the remaining 48% re-
ported not having enough income.

Table 1 reports descriptive statistics for and bivariate cor-
relations among the main study variables. Participants re-
ported relatively low levels of everyday discrimination and 
major lifetime discrimination, with the average person re-
porting about one discriminatory event per year and one oc-
currence of major lifetime discrimination. The most reported 
coping strategy used was passive–active (69%), followed by 
active strategies only 26%, and passive strategies only (5%); 
these rates are similar to those reported in another study [34]. 
Both discrimination measures were significantly and posi-
tively associated with the three sleep indices.

Multivariable Linear Regression Models
Sleep quality.
In Model 1 (see Supplementary Table 1), results showed that 
everyday discrimination (β = 0.16, p < .001) and major lifetime 
discrimination (β = 0.09, p = .04) were significantly associated 
with worse sleep quality. In Model 2 (see Supplementary Table 
1), results indicated that coping strategy used is not associated 
with sleep quality. Both discrimination measures remained 
significantly associated with worse sleep quality. In the final 
model (Model 3, Table 2), results showed that coping strategy 
moderated the effects of everyday discrimination on sleep 
quality, but not of major lifetime discrimination. Specifically, 

Table 1. Descriptive Statistics and Correlations Among Main Study Variables

1 2 3 4 5 6 7 8

1. Everyday discrimination (ED) —

2. Major lifetime discrimination (MLD) .43*** —

Sleep dimensions

3. PSQI perceived quality factor .19*** .13** —

4. PSQI sleep efficiency factor .10* .13** .55*** —

5. PSQI daily disturbances factor .24*** .26*** .51*** .33*** —

Coping strategies

6. Passive only .06 .05 .03 .01 .09* —

7. Active and passive −.01 −.01 −.10* −.02 −.12* — —

8. Active only −.02 −.02 .09* .02 .08* — — —

M (SD) 14.96 (7.21) 0.94 (1.54) 1.03 (0.87) 1.01 (1.04) 0.69 (0.66) — — —

% (SE) — — — — — 5% (0.01) 69% (0.02) 26% (0.02)

Higher scores in PSQI measures indicate worse sleep quality, efficiency, and disturbances, respectively. Data were missing on ED for one participant (n = 
601) and on coping for five participants (n = 597). Range of actual scores on continuous measures was ED = 9–46, MLD = 0–8, PSQI measures = 0–3.
*p < .05, **p <. 01, ***p < .001.

http://academic.oup.com/abm/article-lookup/doi/10.1093/abm/kaac071#supplementary-data
http://academic.oup.com/abm/article-lookup/doi/10.1093/abm/kaac071#supplementary-data
http://academic.oup.com/abm/article-lookup/doi/10.1093/abm/kaac071#supplementary-data
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the slopes of the regression lines between everyday discrimin-
ation and sleep quality were significantly different (β = 0.28, 
p = .033) for those using passive coping strategies compared 
to those using passive–active strategies.

Follow-up contrasts showed that, at low levels of everyday 
discrimination, Latinxs who used only passive coping strat-
egies were predicted to have marginally worse sleep quality 
compared with those who used passive–active coping strat-
egies (Mdiff = −0.44, SE = 0.24, p = .065). There were no sig-
nificant differences in sleep quality at moderate or high levels 
of everyday discrimination between coping groups. Post hoc 
simple slopes analyses showed that among Latinxs who used 
either only passive coping (β = −0.018, SE = 0.018, p = .33) or 
only active coping (β = 0.004, SE = 0.012, p = .75), increasing 
levels of everyday discrimination did not affect sleep quality. 
However, among Latinxs who used passive–active coping, 
increasing levels of everyday discrimination were associated 
with poorer sleep quality (β = 0.023, SE = 0.006, p < .001). 
Figure 1 shows the plotted simple slopes and predicted mar-
ginal means of sleep quality as a function of everyday discrim-
ination and coping strategy.

Sleep disturbances.
In Model 1 (see Supplementary Table 2), results showed that 
everyday discrimination (β = 0.17, p < .001) and major life-
time discrimination (β = 0.21, p < .001) were significantly 
associated with more sleep disturbances. In Model 2 (see 
Supplementary Table 2), results indicated that coping strategy 
used was not associated with sleep disturbances. Both discrim-
ination measures remained significantly associated with more 
sleep disturbances. In Model 3 (see Table 2), results revealed 
that coping strategy moderated the effects of major lifetime 
discrimination on sleep disturbances, but not for everyday 
discrimination. Specifically, the slopes of the regression lines 
between major lifetime discrimination and sleep disturbances 
were significantly different between those employing only 
passive strategies compared with those employing only active 
coping strategies (β = 0.27, p = .011).

Findings from follow-up contrasts revealed significant 
differences in sleep disturbances by coping strategy used 
only at low levels of major lifetime discrimination. That is, 
at low levels of major lifetime discrimination, Latinxs who 
employed passive coping strategies in response to discrim-
ination were predicted to have significantly more sleep dis-
turbances compared to those who employed passive–active 
coping (Mdiff = −0.49, SE = 0.21, p = .017) or active only 

coping (Mdiff = −0.46, SE = 0.22, p = .033). Post hoc simple 
slopes analyses revealed that among Latinxs who employed 
passive only coping strategies (β = −0.103, SE = 0.093, p = 
.27), increasing levels of major lifetime discrimination were 
not associated with sleep disturbances. However, among 
Latinxs who employed passive–active (β = 0.079, SE =.021,  
p < .001) or active only coping strategies (β = 0.158, SE = 0.043,  
p < .001), increasing levels of major lifetime discrimination 
were associated with more sleep disturbances. Figure 2 shows 
the plotted simple slopes and predicted marginal means of 
sleep disturbances as a function of major lifetime discrimin-
ation and coping strategy.

Sleep efficiency.
 In Models 1 and 2, results showed major lifetime discrim-
ination was significantly associated with efficiency, whereas 
everyday discrimination was only significantly associated 
with efficiency in Model 1 (see Supplementary Table 3). There 
was no main effect of coping in Model 2. In Model 3 (Table 
2), coping did not moderate associations between discrimin-
ation measures and efficiency. Furthermore, the main effect 
for major lifetime discrimination on efficiency was not signifi-
cant in this final model.

Discussion
The current study examined: (a) how everyday discrimin-
ation and major lifetime discrimination related to different 
sleep indices and (b) if and how coping strategies moderated 
these associations among a community sample of predom-
inantly immigrant, Caribbean Latinxs. Consistent with hy-
pothesized main effects and prior research [24, 47, 61–63], 
findings revealed that everyday discrimination and major life-
time discrimination were associated with worse sleep quality, 
more sleep disturbances, and worse sleep efficiency. However, 
everyday discrimination was no longer significantly associ-
ated with efficiency once the coping variable was added to 
the model; this finding corroborates results from previous 
studies using everyday discrimination [21] or racial/ethnic 
discrimination [64] scales with Latinx adults. Overall, find-
ings align with the Biopsychosocial Model of Racism [12], 
which conceptualizes chronic and acute types of discrimin-
ation as stressors that can impact health-related outcomes 
Results from moderation analyses provide additional insight 
into the discrimination–sleep relationship.

Fig. 1. Sleep quality as a function of everyday discrimination and coping 
strategy. Fig. 2. Sleep disturbances as a function of major lifetime discrimination 

and coping strategy.

http://academic.oup.com/abm/article-lookup/doi/10.1093/abm/kaac071#supplementary-data
http://academic.oup.com/abm/article-lookup/doi/10.1093/abm/kaac071#supplementary-data
http://academic.oup.com/abm/article-lookup/doi/10.1093/abm/kaac071#supplementary-data
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Everyday Discrimination, Coping, and Sleep
Results showed that employing a passive–active coping 
strategy (vs. passive) was associated with worse sleep 
quality. When the interaction was probed, results showed 
that among those employing passive–active coping, higher 
levels of everyday discrimination were associated with worse 
sleep quality. Though contrary to what was hypothesized, 
follow-up contrasts revealed that at low levels of everyday 
discrimination, those who employed passive–active coping 
reported marginally better sleep quality than those who em-
ployed only passive coping. Albeit marginal, the pattern is 
in line with the prediction that passive–active coping would 
have a buffering effect, though it appears to depend on the 
frequency of everyday discrimination.

Consistent with socio-cognitive models of racism [13], 
employing passive–active coping strategies when exposed to 
everyday discrimination may mean having to negotiate when 
and how to respond to repeated discriminatory occurrences, 
which could deplete cognitive resources [65] and negatively 
affect sleep quality. The ambiguity that results from experi-
ences such as being treated with less courtesy than others may 
make it difficult for individuals to determine whether they 
were treated unfairly [66] and what to do about it, which 
can be stressful above and beyond the event [67]. In add-
ition to taxing cognitive resources, this ambiguity can also 
prolong the stress response, which could compromise sleep 
quality [68]. Furthermore, the confronting prejudiced re-
sponses model [69] argues that targets of discrimination may 
be reluctant to do something about discriminatory incidents 
to avoid interpersonal conflict and social costs [70]. Yet, not 
responding could have intrapersonal costs, such as feeling 
powerless [70], which may contribute to rumination [61] and 
vigilance [64]—mechanisms via which discrimination relates 
to worse sleep quality.

There are several potential reasons for why everyday dis-
crimination may not have impacted the sleep quality among 
Latinxs who engaged in only passive or only active coping. 
As posited by the “shift-and-persist” perspective [71], perhaps 
individuals who used only passive coping have accepted the 
pervasive nature of unfair treatment as a part of life and may 
have developed ways to persist through these experiences. 
Latinxs who only used active coping strategies could have ac-
crued and benefited from health-promoting psychosocial re-
serves such as increased sense of autonomy [72], control [73], 
and emotional support [74]. Evidence suggests active coping 
behaviors (e.g., problem-solving) have buffering effects [75], 
whereas active coping dispositions such as high-effort control 
exacerbate the harmful effects of discrimination. Synergistic 
effects between everyday discrimination and coping strategy 
were not observed for sleep efficiency or disturbances. This 
could be because other factors, such as negative mood and 
pain [76, 77], may be more predictive of sleep efficiency and 
disturbances than experiences of everyday discrimination  
and coping.

Major Lifetime Discrimination, Coping, and Sleep
Results showed that in the context of major lifetime discrim-
ination, employing an active (vs. passive) coping strategy was 
associated with more sleep disturbances. Follow-up contrasts 
showed that Latinxs who used passive–active and active 
coping strategies reported less sleep disturbances than those 
who used only passive coping—consistent with the hypothe-
sized buffering effect—but only at low levels of major lifetime 

discrimination. Simple slopes analyses showed that more 
sleep disturbances were associated with increasing levels of 
major lifetime discrimination among those using passive–ac-
tive or active coping strategies.

One reason for these findings could be the consequential 
effects of major lifetime discrimination [6]. That is, although 
experiences of major lifetime discrimination tend to occur 
less often, when they do occur, they can have significant con-
sequences that limit access to health-promoting resources 
[67]. For example, being denied a bank loan may indirectly 
result in sleep disturbances through limiting Latinxs’ ability 
to buy or rent a home in a safe neighborhood that facilitates 
sleep [6]. Likewise, being unfairly denied a promotion might 
force an individual to work long hours, which could result 
in irregular sleep schedules [78]. Because instances of major 
lifetime discrimination are less ambiguous and have greater 
costs, individuals may be more inclined to use active coping 
strategies in response to them. However, the initial protective 
effect observed for active coping (at low levels of major life-
time discrimination) may result in psychosocial costs the 
more these strategies are used. Latinxs in our study relied 
mostly on talking to others as a coping strategy in response 
to discrimination. This strategy could be detrimental to sleep 
if overused because repeatedly disclosing one’s discrimin-
atory experiences may result in seeing oneself as a victim [67] 
or developing negative schemas about oneself [13]. It could 
also be that the active coping options in our study were not 
specific enough. “Try to do something about it” may include 
strategies that can result in interpersonal conflict [11], which 
is related to sleep disturbances via increased negative affect 
[79]. Meta-analytic findings also show that active coping is 
not always associated with better health outcomes [80]—pro-
viding support for our seemingly counterintuitive results. Our 
results suggest the protective effects of active coping depend 
on the type of discrimination and frequency with which it 
occurs.

Strengths, Limitations, and Future Directions
Our study has several strengths. First, it focuses on a seg-
ment of the Latinx population (i.e., Caribbean Latinxs) 
underrepresented in this area of research, who may be at 
increased risk of poor sleep outcomes [81] and greater ex-
posure to discrimination [82]. Second, we included mul-
tiple measures of discrimination and sleep indicators, which 
had not been previously done in a single study. Several key 
limitations are acknowledged. First, we included only self-
report measures, which are subject to participant recall 
and social desirability. Future studies should include both 
self-report and objective sleep measures, including dimen-
sions not evaluated in this study (e.g., sleep architecture) 
and history of sleep disorders (e.g., insomnia) to evaluate 
whether the observed associations remain, above and be-
yond any preexisting sleep problems. Although the study’s 
cross-sectional design does not allow for claims of causality 
or temporality to be made, prospective studies show that 
exposure to discrimination disrupts sleep in the short and 
long term [83]. Additionally, studies with Latinxs and other 
ethnic groups [39, 48] have used the same coping items and 
a similar categorization approach as ours. However, these 
items and approach limit our ability to capture the range 
of coping strategies individuals may use in response to dis-
crimination, including those found salient to Latinxs (e.g., 
religious coping) [70].
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Last, our findings may not generalize to other Latinx 
groups and those living in different contexts. Participants 
in this study were mostly foreign born and resided in an 
ethnic enclave where they may have encountered fewer in-
stances of discrimination [84]. Studies that have included 
Latinx or immigrant adults also report relatively low levels 
of both types of discrimination [18, 48, 85, 86]. Our find-
ings are compelling, given that we identified associations 
despite low levels of everyday and major lifetime discrim-
ination in our sample, which may bias our results toward 
the null hypothesis. Still, future work should aim to investi-
gate how Latinxs residing in neighborhoods with different 
ethnoracial compositions may experience and be impacted 
by discrimination.

Implications
Overall, our findings provide new insight to how chronic 
and acute forms of discrimination relate to different sleep 
indicators among Latinx adults. Notably, our findings point 
to the importance of considering synergistic effects of type 
of discrimination exposure and coping approach employed 
when confronted with such experiences. As Joseph and Kuo 
[70] point out, coping strategies may be more beneficial in 
some contexts compared to others, suggestive of the need 
for different interventions. Emerging evidence shows that 
mindfulness-based interventions may be able to reduce stress 
due to discrimination [87] and can improve sleep health 
by reducing symptoms of stress-related disorders [88, 89]. 
Other interventions that may promote optimal sleep health 
include those that empower Latinxs to harness supportive 
social relationships to cope with discrimination, given that 
social support is associated with better sleep quality [90]. 
Since major lifetime discrimination may occur in institu-
tional settings (e.g., workplaces), it is critical to consider 
approaches that may both reduce discrimination and im-
prove sleep. Results from a workplace intervention study 
found that training supervisors about interactional injustice 
resulted in insomnia symptom improvement among their 
subordinates at the conclusion of the training and up to 6 
months after [91]. These findings suggest that intervening 
at institutional levels may, over time, improve sleep health 
among subordinate groups over time via reduced exposure 
to discrimination from subordinates.

Conclusion
Latinxs are at an increased risk of experiencing discrimin-
ation [7] and poor sleep [21], increasing their risk of adverse 
outcomes such as mental health disorders, chronic health 
diseases, and disability across the life course. Substantial 
economic costs can be incurred by nations due to the burden 
of disease associated with exposure to discrimination [92] 
and sleep disorders [93]. Notably, Latinxs will represent one 
in five (21.2%) workers in the U.S. labor force in 2030 [94]. 
Thus, the burden of disease experienced by Latinxs could 
reduce their labor force participation and have a negative 
economic impact on their families, communities, and the 
country. As such, the health of Latinxs is intricately tied to 
the overall health of the nation and its economic viability. 
Efforts aimed at eradicating discrimination at multiple levels 
to reduce and ultimately eliminate sleep inequities experi-
enced by Latinxs would benefit this community and our 
broader society.
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